
  
Date Filled: ________________  

Allergy & Asthma Treatment Center 
292 S Broadway St., Suite 1, Lake Orion, MI 48362 
Phone: (248) 693-4444     Fax/Voice mail: (248) 382-4010  

ALLERGY-IMMUNOLOGY HISTORY QUESTIONNAIRE 
All questions contained in this questionnaire are strictly confidential and will become part of your 
medical record. Please take your time to complete all 4 pages as applicable to your case. 

Patient Name: 
(Last, First, M.I.) 

¨̈  M 
¨̈   F 

DOB  
______/______/______ 

Who is filling this questionnaire?   Self               Father                 Mother                 Other: 
Marital Status:     ¨̈ Single     ¨̈ Partnered     ¨̈ Married     ¨̈ Separated     ¨̈ Divorced     ¨̈ Widowed 
Please state the main reasons for this visit: 
 
 
  
Primary care physician: How did you find out about us?    

PERSONAL HEALTH HISTORY 
Childhood Illness:  ¨̈ Measles    ¨̈ Mumps    ¨̈ Rubella    ¨̈ Chickenpox    ¨̈ Rheumatic Fever    

Any reactions to vaccines you have received?    Immunizations:  

Are immunizations up to date?     
List Any Medical Problems that other Doctors have diagnosed: 
 
 
 
 
Have you ever been evaluated for allergies (ie, skin tests)    ¨̈ Yes     ¨̈ No              
IIff  yyeess,,  pplleeaassee  pprroovviiddee  tthhee  rreessuullttss  iiff  aavvaaiillaabbllee  ttoo  yyoouu::      
                                        
  
WWeerree  yyoouu  ttrreeaatteedd  wwiitthh  aalllleerrggyy  sshhoottss??  ¨̈ Yes   ¨̈  No   If Yes, for how long?  
  
DDiidd  yyoouu  mmiissss  aannyy  ddaayyss  ffrroomm  sscchhooooll  oorr  wwoorrkk  iinn  tthhee  llaasstt  yyeeaarr  bbeeccaauussee  ooff  yyoouurr  aalllleerrggyy  oorr  aasstthhmmaa  ssyymmppttoommss??      
¨̈ Yes     ¨̈ No                 If Yes, how many? __________________ 
Did you have any surgeries? 
 
 
Other Hospitalizations: 
 
List Allergies or other adverse reactions to Medications?  Name the drug and describe the reaction: 

  
 
 
 
 
 
 



 

List Your Prescribed Drugs and Over-the-Counter Drugs, Such as Inhalers, Vitamins and Herbal Remedies: 
Drug name Dose Frequency Taken Date started/stopped  Did the drug help? 

 

 

 

 

 

 

 

 
 

 

 

FOOD ALLERGY: Do you have any allergies or adverse reactions to Foods? Please describe: 
 
 
 
 
 
 

Skin: 
 
 
 
 
 
 
 
 
 
 
 
 

DDoo  yyoouu  hhaavvee  aannyy  ooff  tthhee  ffoolllloowwiinngg??  CChheecckk  aannsswweerr..    
IIff  YYeess,,  mmaarrkk  aann  XX  ffoorr  mmiilldd,,  XXXX  ffoorr  mmooddeerraattee  aanndd  XXXXXX  ffoorr  sseevveerree    aanndd  ddeessccrriibbee::  
  
IIttcchhiinngg::  ¨̈NNoo    ¨̈YYeess                              SSkkiinn  RRaasshh::  ¨̈NNoo    ¨̈YYeess                            ““DDrryy  sskkiinn””??  ¨̈NNoo    ¨̈YYeess  
  
HHiissttoorryy  ooff  eecczzeemmaa,,  cchhiillddhhoooodd  eecczzeemmaa  oorr  aattooppiicc  ddeerrmmaattiittiiss??  ¨̈NNoo    ¨̈YYeess::  
  
DDoo  yyoouu  ggeett  hhiivveess  oorr  hhaavvee  hhaadd  aa  hhiissttoorryy  ooff  hhiivveess??  ¨̈NNoo    ¨̈YYeess::  
  
                IIff  yyeess,,  aannyy  kknnoowwnn  ttrriiggggeerr  ffoorr  tthhiiss  pprroobblleemm??  
                        
                HHooww  ffrreeqquueennttllyy  ddoo  yyoouu  ggeett  tthhee  hhiivveess??  
                      
                HHooww  lloonngg  ddoo  tthheeyy  llaasstt?? 

Ear: DDoo  yyoouu  hhaavvee  aa  hhiissttoorryy  ooff  mmiiddddllee  eeaarr  iinnffeeccttiioonnss??  ¨̈ Yes     ¨̈ No            IIff  yyeess,,  ggiivvee  ddeettaaiillss::  
  
  
DDoo  yyoouu  ffeeeell  tthhaatt  yyoouurr  eeaarrss  aarree  pplluuggggeedd  oorr  hhaavvee  ttrroouubbllee  hheeaarriinngg??  ¨̈ Yes     ¨̈ No  

Eye: DDoo  yyoouu  eexxppeerriieennccee  aannyy  ooff  tthhee  ffoolllloowwiinngg::            
IIttcchhyy  eeyyeess::  ¨̈NNoo    ¨̈YYeess..  IIff  YYeess,,  wwhhaatt  ttiimmee  ooff  tthhee  yyeeaarr??    
WWaatteerryy  eeyyeess::  ¨̈NNoo    ¨̈YYeess..    IIff  YYeess,,  wwhhaatt  ttiimmee  ooff  tthhee  yyeeaarr??  
        IIff  aannyy  kknnoowwnn  ttrriiggggeerrss  ffoorr  tthheessee  ssyymmppttoommss,,  lliisstt  hheerree::  

Tonsils 
& Sinus  
infections: 

DDoo  yyoouu  hhaavvee  aa  hhiissttoorryy  ooff  rreeccuurrrreenntt  ttoonnssiillss  oorr  SSttrreepp  tthhrrooaatt  iinnffeeccttiioonnss  ¨̈ Yes     ¨̈ No 
  
DDoo  yyoouu  hhaavvee  aa  hhiissttoorryy  ooff  ssiinnuuss  iinnffeeccttiioonnss??  ¨̈ Yes     ¨̈ No    How frequent? 



  

Nasal and 
sinus 
symptoms:  

DDoo  yyoouu  hhaavvee  aannyy  ooff  tthhee  ffoolllloowwiinngg??  CChheecckk  aannsswweerr..    
IIff  YYeess,,  mmaarrkk  aann  XX  ffoorr  mmiilldd,,  XXXX  ffoorr  mmooddeerraattee  aanndd  XXXXXX  ffoorr  sseevveerree      
  
IIttcchhyy  nnoossee::  ¨̈NNoo    ¨̈YYeess::                                                                          RRuunnnnyy  nnoossee::  ¨̈NNoo    ¨̈YYeess::                        
SSnneeeezziinngg::  ¨̈NNoo    ¨̈YYeess::                                                                              CCoonnggeessttiioonn::  ¨̈NNoo    ¨̈YYeess::    
MMoouutthh  bbrreeaatthhiinngg::  ¨̈NNoo    ¨̈YYeess::                                                  SSnnoorriinngg::  ¨̈NNoo    ¨̈YYeess::    
PPoosstt--nnaassaall  ddrriipp::  ¨̈NNoo    ¨̈YYeess::                                                        FFrroonnttaall  oorr  ssiinnuuss  hheeaaddaacchheess::  ¨̈NNoo    ¨̈YYeess::    
NNoossee  bblleeeeddiinngg::  ¨̈NNoo    ¨̈YYeess::                                                              IIttcchhyy,,  ssoorree  oorr  ssccrraattcchhyy  tthhrrooaatt::  ¨̈NNoo    ¨̈YYeess::  
                                                                                                                                                            FFrreeqquueenntt  cclleeaarriinngg  ooff  tthhee  tthhrrooaatt::  ¨̈NNoo    ¨̈YYeess::  
AAnnyy  kknnoowwnn  ttrriiggggeerr  ffoorr  tthhee  aabboovvee  ssyymmppttoommss,,  ssuucchh  aass::  ((cchheecckk  aallll  tthhaatt  aappppllyy))  
¨̈  HHoouussee  dduusstt                    ¨̈  PPeett  ((ddoogg,,  ccaatt,,  eettcc……))                    ¨̈  PPllaayyiinngg  iinn  oorr  ccuuttttiinngg  tthhee  ggrraassss                            ¨̈  HHaayy        
¨̈  PPllaayyiinngg  aarroouunndd  ttrreeeess              ¨̈  RRaakkiinngg  lleeaavveess                ¨̈  CCoolldd  wweeaatthheerr                                ¨̈  WWeeaatthheerr  cchhaannggeess  
¨̈  TTeemmppeerraattuurreess  cchhaannggeess              ¨̈  llooookkiinngg  aatt  tthhee  ssuunn                      ¨̈  MMoollddyy//mmiillddeeww  aarreeaa  ((hhuummiidd  bbaasseemmeenntt))    
¨̈  SSttrroonngg  ssmmeellllss  ((ppeerrffuummeess,,  sspprraayyss))          ¨̈  CClleeaanniinngg  aaggeennttss              ¨̈  SSmmookkiinngg,,  ssmmoogg  oorr  ssmmookkee  eexxppoossuurree  
¨̈  AAllccoohhoolliicc  bbeevveerraaggeess,,  ssppeecciiffyy::                                                                            
¨̈  AAssppiirriinn  aanndd  ootthheerr  ppaaiinn  kkiilllleerrss,,  ssppeecciiffyy::                                                              ¨̈    OOtthheerrss,,  pplleeaassee  ssppeecciiffyy::              
¨̈  FFooooddss,,  ssppeecciiffyy::                                                                                                                    

Breathing 
Symptoms: 

DDoo  yyoouu  eexxppeerriieennccee  aannyy  ooff  tthhee  ffoolllloowwiinngg::  
DDeeeepp  ccoouugghh::  ¨̈NNoo      ¨̈YYeess..        IIff  YYeess,,  wwhhaatt  ttiimmee  ooff  tthhee  yyeeaarr??  
WWhheeeezziinngg::  ¨̈NNoo            ¨̈YYeess..        IIff  YYeess,,  wwhhaatt  ttiimmee  ooff  tthhee  yyeeaarr??  
                                                                    ¨̈YYeess,,  wwiitthh  ccoollddss  oorr  vviirraall  iinnffeeccttiioonnss  
IIff  yyoouu  aannsswweerreedd  YYeess,,  aarree  yyoouurr  ssyymmppttoommss  nnootteedd??      ((CChheecckk  wwhhaatt  aapppplliieess))  
SSeevveerraall  ttiimmeess  aa  DDaayy  ¨̈                              TThhrreeee  ttoo  ffiivvee  ddaayyss  aa  wweeeekk  ¨̈                              
OOnnee  oorr  ttwwoo  ddaayyss  aa  wweeeekk  ¨̈         OOnnccee  oorr  ttwwiiccee  aa  mmoonntthh  ¨̈         Rarely: once every 3-4 months ¨̈  
  
NNiigghhtt  ssyymmppttoommss::  ¨̈NNoo                    ¨̈YYeess,,  iiff  yyeess  hhooww  ffrreeqquueennttllyy??  …………………………  

Exercise-
induced 
Symptoms: 

HHooww  wwoouulldd  yyoouu  ddeessccrriibbee  yyoouurr  aaccttiivviittyy  lleevveell??  ((cchheecckk  oonnee))  
¨̈ Sedentary (No exercise) ¨̈ Mild Exercise (i.e., climb stairs, walk 3 blocks, golf) 
¨̈ Occasional Vigorous Exercise (work or recreation, less than 4 times/week for 30 min.) 
¨̈ Regular Vigorous Exercise (work or recreation 4 times/week for 30 minutes or more) 
 
When exercising, do you experience any of the following? 
  1- Cough                             ¨̈ Yes, always              ¨̈ Yes, sometimes                   ¨̈ No 
  2- Wheezing                       ¨̈ Yes, always              ¨̈ Yes, sometimes                   ¨̈ No 
  3- Chest tightness              ¨̈ Yes, always              ¨̈ Yes, sometimes                   ¨̈ No 
  4- Shortness of breath preventing you from keeping up with others    ¨̈ Yes           ¨̈ No    

Tobacco: 1- Tobacco use?  ¨̈ Yes     ¨̈ No ¨̈ Cigarettes - Packs/day  ______    ¨̈  Pipe               ¨̈    Cigars   
Number of Years smoked ______       Year Quit, if apply _____ 
2- Second hand exposure to cigarette smoke?  ¨̈ Yes     ¨̈ No   If yes. Where?                                                                                  

Lung 
infections: 

HHiissttoorryy  ooff  ppnneeuummoonniiaa??  ¨̈ Yes     ¨̈ No     
History of bronchitis? ¨̈ Yes     ¨̈ No            

Gastro-
intestinal 
Symptoms: 

RReefflluuxx  DDiisseeaassee::  DDoo  yyoouu  ssuuffffeerr  ffrroomm  hheeaarrttbbuurrnn??  ¨̈ Yes     ¨̈ No  
IIff  ppaattiieenntt  iiss  aa  cchhiilldd,,  aannyy  pprroobblleemmss  wwiitthh  vvoommiittiinngg  oorr  ffrreeqquueenntt  rreegguurrggiittaattiioonn??  ¨̈ Yes     ¨̈ No  
AAnnyy  ccoommppllaaiinntt  ooff  aabbddoommiinnaall  ppaaiinn??  ¨̈ Yes     ¨̈ No  
AAnnyy  ccoommppllaaiinntt  ooff  ddiiaarrrrhheeaa  oorr  lloooossee  ssttoooollss??  ¨̈ Yes     ¨̈ No  



 

 
 

Allergy to 
insect bites: 

Do you have any history of severe localized or generalized reactions to an insect bite (Bee, hornet, wasp, 
yellow jacket or other)?                        ¨̈ Yes     ¨̈ No 
If yes, describe the reactions and give dates: 

Home and Environmental Survey: 
Do you live in a (circle what applies)   house        ranch style          trailer         apartment ?   Age of dwelling: 
Has the house ever been flooded?  ¨̈ Yes   ¨̈ No    Do you have any room that is damp or musty?  ¨̈ Yes    ¨̈ No 
Do you have a basement? ¨̈ Yes     ¨̈ No       Is it damp or musty? ¨̈ Yes     ¨̈ No 
Heating system (circle what applies): Forced air heating            Fireplace          Gas Stove           Wood burning stove  
                                                             Steam radiator             Electric stove or radiator              baseboard heating 
Floors:  Is the patient’s bedroom carpeted? ¨̈ Yes     ¨̈ No       
             What about the rest of the house?     Carpeted                      Vinyl                     Wood                        Tile  
Where is the patient’s bedroom located?    First floor      Second Floor             Are bunk beds used?  ¨̈ Yes     ¨̈ No   
If patient is a child, do you keep stuffed toys in his/her bedroom?  ¨̈ Yes     ¨̈ No   
What kind of pillow and comforter are used? Please specify: 
Do you use air conditioning? ¨̈ Yes     ¨̈ No     If Yes, is it central or window unit? 
Do you use a humidifier? ¨̈ Yes     ¨̈ No   If Yes, in what room? 
Do you use a dehumidifier? ¨̈ Yes     ¨̈ No                  Do you use air purifiers? ¨̈ Yes     ¨̈ No   
Plants inside the home? ¨̈ Yes     ¨̈ No   
Do you have pets? ¨̈ Yes     ¨̈ No    If Yes, specify:                                         
                                                             Is the pet allowed in patient’s bedroom? ¨̈ Yes     ¨̈ No   
Are you exposed to pets other than at home? ¨̈ Yes     ¨̈ No     
What kinds of trees and shrubs are in the near vicinity of your home? 
 
If applicable, briefly describe your work place: 
Are you exposed at work to any chemicals or fumes? ¨̈ Yes     ¨̈ No   
Do you have any other exposures from hobbies or other recreational activities which can aggravate your condition? 
 

                                                                            Family History 

 
 

Age  

Specify below history of allergies, 
sinus, eczema, hives, asthma and 
as well as other health problems   Age 

Specify below history of allergies, 
sinus, eczema, hives, asthma and 
as well as other health problems 

Father 
   ¨̈  M 

¨̈  F 
  

Mother 
   ¨̈  M 

¨̈  F 
  

Siblings 
¨̈  M 
¨̈  F 

  ¨̈  M 
¨̈  F  

  

¨̈  M 
¨̈  F 

  ¨̈  M 
¨̈  F 

  

 ¨̈  M 
¨̈  F 

  ¨̈  M 
¨̈  F 

  

¨̈  M 
¨̈  F 

  ¨̈  M 
¨̈  F 

  

 ¨̈  M 
¨̈  F 

  

Children 

¨̈  M 
¨̈  F 

  


